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Community-based birth waiting homes in Northern Sierra Leone: Factors influencing women’s use 
We have anonymised the paper using X district, A and B chiefdoms, and Y organisation. The real names will be inserted when the review process is finished.
Introduction 
Despite a reduction in the global maternal mortality ratio (MMR) by 45% to 210 per 100,000 live births between 1990 and 2013, 289,000 women still died from pregnancy-related causes in 2013 with 99% occurring in developing countries (World Health Organization [WHO] et al., 2014). In addition to maternal deaths, millions of perinatal deaths occur worldwide every year (Cousens et al., 2011; Lozano et al., 2011). Maternal and perinatal deaths are largely avoidable by appropriate obstetric and neonatal care (WHO et al., 2014).  
In Sierra Leone, the estimated MMR has halved to 1,100 per 100,000 live births between 1990 and 2013. However, MMR is still the highest in the world (WHO et al., 2014). The perinatal mortality rate has also decreased from 90 to 34 per 1,000 total births between 2004 and 2008 (Statistics Sierra Leone [SSL] and ICF Macro, 2009; WHO, 2006). Antenatal care coverage is substantially higher than that of institutional delivery and skilled attendance at birth in Sierra Leone (SSL and ICF Macro, 2014). There are many barriers to women accessing care during labour, including the sudden onset of labour -especially at night, difficulties in accessing transport and long distances to travel to health facilities (Onta et al., 2014; SSL and ICF Macro, 2009). 
Birth Waiting Homes
A birth waiting home (BWH) is a temporary accommodation where pregnant women may spend the final two to three weeks of pregnancy near an obstetric care facility (WHO, 1996; WHO et al., 2006). This enables an immediate referral to the facility for childbirth or whenever necessary. A number of studies have looked at the use and impact of BWHs. Positive findings included: a decrease in maternal mortality (Andemichael et al., 2009; Cardoso, 1986; Kelly et al., 2010; Knowles, 1988; Poovan, et al., 1990; Steward & Lawson, 1967); a decrease in stillbirths (Kelly et al., 2010; Poovan et al., 1990); and an increase in facility deliveries (Andemichael et al., 2009; Cardoso, 1986). However, some studies reported little impact: no increase in facility delivery (\o "Wild, 2012 #5"); and low utilisation of a BWH (\o "Mramba, 2010 #84"). A systematic review concluded that there was limited evidence on the effectiveness of BWHs, and randomised controlled trials were needed (Van Lonkhuijzen et al., 2012).  
Use of BWHs is influenced by a variety of factors. The decision to use a BWH may lie with male relatives rather than women and this can serve as a barrier as seen in Liberia and Nicaragua (Lori et al., 2013a; Prado and Cortez, 2012), or as a facilitator (Lori et al., 2013a). Child care is another important consideration for women when deciding to leave their homes (Ruiz et al., 2013). The issue of costs related to the use of BWHs and health facilities has been extensively discussed. While free health care and free stays at BWHs are motivating factors for using BWHs in Liberia (Lori et al., 2013a), the cost of care was a barrier in Laos and Nicaragua (Eckermann and Deodato, 2008; Prado and Cortez, 2012). Other costs such as transport, food and opportunity costs were also financial burdens for the users (Lori et al., 2013a; Ruiz et al., 2013; Eckermann and Deodato, 2008; Prado and Cortez, 2012; Wilson et al., 1997). 
BWHs in Sierra Leone
In Sierra Leone, several non-governmental organisations have implemented health facility based BWHs to ensure access to obstetric care among women who live far away from health facilities (Amnesty International, 2009; Herschderfer et al., 2012). By staying at the BWH, women can avoid travelling long distances in labour or when an obstetric emergency happens either by foot or by expensive and often unreliable transport (Amnesty International, 2009). BWH can also offer a safe place for women to stay and wait instead of being turned away from a facility when labour is not established (Organisation Y, 2015a).  
In 2013, organisation Y was the first organisation to establish community-based BWHs in Sierra Leone. BWHs were introduced in X district where many women find it difficult to access delivery services because of long distances and difficult terrain (Organisation Y, 2015b). Local communities identified homes close to health facilities and “hosts” who take care of pregnant women. The hosts work with local women and health workers and develop a community-based referral network which links the community, BWHs and health facilities. No studies have investigated these community-based BWHs. 
Since the introduction of BWHs, the Ebola outbreak has devastated Sierra Leone, having a huge impact on people’s use of health care services, including obstetric care. Overwhelmed facilities, loss of trust in health facilities and fear of contracting Ebola, contribute to people hesitating to seek treatment for not only Ebola, but other diseases (Boozary et al., 2014; Buseh et al., 2014; Chandler et al., 2015; Dallatomasina et al., 2015; Hayden, 2014). Obstetric care facilities reported decreases in numbers of women attending for delivery and antenatal care (Delamou et al, 2014). Many pregnant women are also turned away from overstretched facilities (United Nations Population Fund [UNFPA], 2014). Without interventions to ensure access and provision of skilled birth attendance (SBA) and emergency obstetric care, maternal and perinatal mortality will increase (UNFPA, 2014). 
In order to use BWHs more effectively in promoting SBA at facilities, health care managers and providers as well as decision makers in communities need more information on the factors influencing women’s use of BWHs. This study will contribute to the literature on the use of BWHs around the globe. Furthermore, few studies have specifically investigated community-based BWHs. It is important to understand how and why women use or do not use these types of BWHs. Understanding these factors, can help community-based BWHs be more user-friendly and sustainable, as well as strengthen community engagement and trust in health care which has been lost in the midst of the Ebola outbreak. The aim of this study is therefore to explore the factors influencing women’s use of BWHs in X district, Sierra Leone. 


Methods 
Study design
Making a decision on the place of delivery and whether to use a BWH or not can be complex with numerous factors to consider (Thaddeus and Maine, 1994). A qualitative study design was therefore employed to explore the complexities of the issues related to the use of BWHs. The research also adapted a triangulation strategy with the various methods, which enhanced the integrity of the findings (Ritchie, 2003).
Study setting and population
The study was conducted between May and June in 2014 in two chiefdoms, A and B, in X district which lies in the middle of the Northern Province in Sierra Leone. The population is poor and maternal health indicators are worse than the national average (SSL and ICF Macro, 2014). Two out of eight BWHs from chiefdom A and two out of three BWHs from chiefdom B were selected based on proximity to the centre of the chiefdom (one near and one far from the centre).  
Data collection
Several methods of data collection were used: in depth interviews (IDIs); focus group discussions (FGDs); key informant interviews (KIIs); document review; and assessment of BWHs. 
IDIs: twelve interviews were conducted with women who had delivered in the past one year living in the two chiefdoms. Eight of them used BWHs and four did not use BWHs. We purposively selected women with a range of ages, parities, education levels, places of childbirth and distances from homes to BWHs. IDIs allow for an in depth exploration of an individual’s perceptions and experiences. The interviews explored women’s reasons for using or not using BWHs, their experiences of staying at BWHs, and ways to improve use of BWHs. The interviews were conducted in Limba or Susu languages, in locations that were acceptable to the participants and lasted between 40 and 60 minutes. 
FGDs: two discussions were held with women living in the two chiefdoms who delivered in the past year without using BWHs. FGDs are appropriate for understanding wider attitudes and rationales for behaviours through interaction amongst participants. They are therefore suitable to elicit the range of perceptions about and the barriers to using the BWHs, without the risk of implying blame towards women who did not use them. These discussions were conducted in Limba or Susu languages, took place in a guest house or health centre compound. They lasted about 60 minutes. Table 1 shows the characteristics of BWH users and non-users included in this study. 
KIIs: eight interviews with people who were involved with or were knowledgeable about BWHs were conducted. These included a manager of the BWH programme, BWH hosts and community members. The interviews explored the history and organisation of the BWHs, barriers and facilitators to BWH use, and suggestions for improvements. Six interviews were conducted in Limba or Susu languages and two in English. The interviews took place in the participants’ homes or offices and lasted between 40 and 60 minutes. Table 2 shows the types of KIIs. 
Document review: programme documents such as the programme proposal, the 2013 annual report, the terms of reference for stakeholders, the training manual for BWH hosts and BWH utilisation data were reviewed.  
Assessment of BWHs: using a checklist, the research team assessed the four selected BWHs for location, layout, facilities and cleanliness. 
Data analysis
All interviews and discussions were recorded following consent of the participants, transcribed in the original languages and then translated into English. The data were analysed using the framework approach which facilitates rigorous and transparent analysis (Ritchie et al., 2003). The transcripts were read and re-read to identify emerging themes; a coding framework was developed based on these themes and all transcripts were coded with this framework; charts were created for all themes; these charts and a mind-map of the themes were used to describe similar and divergent perceptions, develop explanations and find associations between them. The computer programme “NVivo version 10” was used to support the analysis. 
The documents were read and the relevant content about the BWHs was extracted and summarised. The data from the BWH assessments were analysed for simple frequencies.
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Ethical considerations
Ethical approval was obtained from the Liverpool School of Tropical Medicine Research Ethics Committee and the Sierra Leone Ethics and Scientific Review Committee. Informed consent was obtained from all participants. The names of participants in both interviews and FGDs were not recorded to further protect privacy and confidentiality.
Findings 
The findings are divided into four sections: description of participants; description of the BWHs; use of BWHs; and factors affecting women’s use of BWHs. 
Description of participants 
A total of 29 people participated in the research: 12 women in IDIs and nine women in FGDs and eight participants as key informants (see tables 1 and 2 for details of the women and key informants). 
Table 1: Characteristics of women in the IDIs and FGDs 
Characteristics	BWHusers	BWHnon-users
Age18-1920-39≥ 40	260	391
Distance from home to BWH (miles)< 4 miles4-10 miles> 10 miles	251	535
Place of the last deliveryPrimary Health Unit (PHU)Referral HospitalHome	710	805
No. of delivery12-4≥ 5	242	157
No. of stillbirthNone≥ 1	80	103
EducationNonePrimary levelSecondary level	602	1111
No. of days  at BWH1 day2 days4 days12 days16 days	22211	Not applicable
Who accompanied you to BWH?HusbandMother-in-lawTraditional Birth Attendant (TBA)Other (mother and her co-wife)	4211	Not applicable
Means of travel to BWHOn footMotorbike	53	Not applicable



Table 2: Types of key informants
Characteristics	No.
Position	
Organisation Y manager 	1
BWH host	4
Assistant Community Leader 	1
Community Health Volunteer	1
Community Health Volunteer & Village Development Committee Secretary  	1

Description of BWHs
Interviews with the key informants and review of the documents identified how the BWHs were established and how they operate. Organisation Y has supported the establishment of 28 BWHs close to the 28 PHUs in X district. Each community identified a woman to be a “community host” who would allocate rooms in their homes where women could wait in a supportive and family environment before going to the PHU for delivery or obstetric care. Organisation Y provides training and monthly incentives to the hosts and Maternal Health Promoters (MHPs) (approximately £3 to the hosts and to £2 to the MHPs monthly), as well as materials such as beds and blankets for the BWH. MHPs are former Traditional Birth Attendants (TBAs) who have been trained by Organisation Y in a new non-delivery role to provide advice, health information and referrals to pregnant and lactating women. Organisation Y field officers provide supportive supervision, give refresher training where needed, and offer advice as well as answer questions that the hosts have. Although there are no regular meetings in the villages, organisation Y and its partners, including the district health officer and community leaders, meet to discuss activities in the district headquarters every three months. Health care staff at the PHUs, TBAs, MHPs and community members sensitise their communities to use the BWHs. TBAs and MHPs play a key role in referring pregnant women to the BWHs. 
The results of the assessment at the four selected BWHs show that all the homes are set up in similar ways with basic items and facilities. Table 3 shows a summary of the results. In chiefdom B, the distance to the water source and the referral hospital is much further than in chiefdom A. There were no mosquito nets and no handwashing soap in two BWHs at the time of the assessment. Blankets, mosquito nets and soap have now been provided in the BWHs.



Table 3: Summary of the assessment of the four selected BWHs
	Chiefdom A	Chiefdom B
	Village 1BWH	Village 2BWH	Village 3 BWH	Village 4BWH
Number of rooms Number of beds	11	11	11	12
Furniture and materials:BedBlanketBed sheetMosquito net	YesYesYesNo	YesNoYesYes	YesNoYesYes	YesNoYesNo
Cooking facilities for client	Yes	Yes	Yes	Yes
Functioning latrine Distance from room	Yes20m	Yes10m	Yes20m	Yes10m
Source of water	Communal water pump	Communal water pump	Stream	Stream
Distance to water source	100m	100m	1 mile	1 mile
Hand-washing soap 	No	No	Yes	Yes
Overall cleanliness 	Good	Good	Poor	Good
Electricity power supply	No	No	No	No
Distance to PHU	100m	100m	200m	300m
Distance to referral hospital(Time by motorbike or ambulance)	7 miles(30 min)	7 miles(30 min)	14 miles(1.5 hours)	14 miles(2 hours)
Ambulance at nearest PHU	No	No	No	Yes
Ambulance stationed in X district capital available on request	Yes	Yes	Yes	Yes
Cell phone coverage	Yes	Yes	Yes	No

Use of BWHs 
The documents showed that in 2013, organisation Y established 28 BWHs targeting “the most vulnerable and marginalised pregnant women who live in remote areas a long distance from facilities” in X district. A total of 1,084 women used the BWHs between May 2013 and March 2014. The average length of stay was 3.5 days per woman. Socio-demographic data of users such as age and address were not collected at the BWHs.   
In general, women reported positive experiences of using the BWHs. 
‘We liked the place. In fact, I was used to the place. I did not want to go back home even after I delivered.’ (User of BWH, female, 35 years, parity 3, all deliveries at PHU without adverse outcome, 2 days stay at BWH, chiefdom A)
Some users arrived at the BWHs prior to the onset of labour. They explained that the reason for using the BWHs is either to be closer to the PHUs before delivery or to have a safe delivery. 
‘When I knew the time was close, I began to prepare. I left in the morning because I was not going to give birth that day. I walked there.’ (User of BWH, female, 26 years, parity 3, all deliveries at PHU without adverse outcome, 4 days stay at BWH, chiefdom A)
Other users travelled to the BWHs in the early stages of labour and waited there for more advanced labour before going to the PHU. These users reported that pregnant women should go to the BWHs when labour pain starts. 
Factors affecting use of BWHs
The findings suggest that women and their families do not simply decide to use or not use a BWH. There are three decisions that lead to the use of BWHs. The first decision concerns the place of delivery, while the second decision is whether or not to use a BWH for those who intend to deliver at a PHU. If they have decided to use a BWH, the third decision concerns how to use the BWH. Figure 1 shows these decisions and the factors influencing them.  Each factor is then described and illustrated using quotations from women and key informants.  



Figure 1: Factors influencing decisions on place of delivery and use of BWHs
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Past experiences of delivery
Previous experiences of delivery at home or in facilities affect decisions on place of delivery for subsequent pregnancies. Most women who delivered at home reported that they had no problems during or after delivery, and therefore viewed home delivery as a positive experience to be repeated. However some women had different experiences. For example, one woman reported that as a result of having a postpartum haemorrhage following a home delivery which required treatment at a PHU, she decided to use the PHU and the BWH for the next delivery. On the other hand, some women decided to have home deliveries because of their experiences of delivery care in the facilities.  
‘I will think about that (delivery at a PHU), but God usually makes it simple for me to deliver at home.’ (Non-user of BWH, female, 30 years, parity 5, all home deliveries without adverse outcome, chiefdom B)
‘The first time, I was not treated well (at the PHU) and the second, I delivered on the way. That’s why I decided to deliver at home.’ (Non-user of BWH, female, 32 years, parity 4, 2 deliveries at PHU and 2 deliveries at home without adverse outcome, chiefdom A)
Exemption from home delivery bylaw
Most communities have established a bylaw which bans home deliveries assisted by TBAs. However, punishments such as fines against those who violate the law are not strictly implemented. Some places are exempted from this bylaw because of long distances to the health care facility. A BWH non-user explained the situation in her village regarding home delivery. The community and PHU staff agreed that home delivery be allowed in their area because of the long distance to the PHU. 
 ‘When they said that everyone should deliver at the centre, people started to disgrace (deliver) on their way to the centre. They called a meeting and decided that every pregnant woman who lives far away is allowed to deliver at her village.’ (Non-user of BWH, female, 32 years, parity 4, 2 deliveries at PHU and 2 deliveries at home without adverse outcome, chiefdom A)
Role of TBAs
While many women reported that TBAs refer pregnant women to the BWHs or PHUs, key informants raised the concern that TBAs can be a barrier to delivery at a PHU. Key informants reported that as TBAs do not receive payment when they refer women to PHUs, they decide to conduct deliveries at home which does provide some income.  
‘TBAs asked question when they came for a meeting - where can we get food, where can we get little things we normally get. So they are not feeling good.’ (Key informant, male, 53 years, chiefdom A)
Distance and costs of transport 
Distance is a barrier at the stage of deciding on place of delivery. Non-users raised the issue of distance involved in accessing both the BWH and PHU, with some non-users living 15 to 20 miles away from the BWH. Although they still wanted to use the facilities despite the distance, they wanted “encouragement” to go there, such as being provided with baby clothes.  
‘We are coming 20 miles, we walk on foot, they will give us medicine but they will not give us supply for our babies.’ (FGD, women not used BWH, 30 years, parity 8, all deliveries at PHU without adverse outcome, chiefdom B)
‘For us to come to the BWH, it is good that they provide clothes for baby and wrappers for us.’ (FGD, women not used BWH, 30 years, parity 8, 1 delivery at PHU without adverse outcome and 7 home deliveries with 3 still births, chiefdom B)
Costs of transport to referral hospitals from the PHUs can be prohibitive to using services. One BWH user reported that her husband needed to take out a loan to pay for transport and Caesarean Section at the referral hospital. Despite these financial challenges BWH users acknowledged the benefit of staying at the BWHs where they were treated well by the hosts and timely referrals were arranged.
‘It cost 100,000 (£13) for the transport. … I paid 500,000 Leones (£67) for the operation in the hospital. …Even now, my husband still has a balance to pay to the hospital.’ (User of BWH, female, 18 years, parity 1, Caesarean Section with live birth, 12 days stay at BWH, chiefdom B)
Influence of family and family commitments 
Most users stated that their husbands and family members played an important role, either in making or supporting the decision to use the BWHs. 
 ‘It is my husband who supported me, because from our village to here (BWH) is about 10 miles… my husband decided for me to come here’ (User of BWH, female, 24 years, parity 5, 3 deliveries at PHU and 2 home deliveries without adverse outcome, 16 days stay at BWH, chiefdom B)
Many users also reported that it was difficult for them to leave their homes as they had to care for their children. Without support from their families in caring for their children, women would not have been able to stay at the BWHs. Most users left their children at home, however, one woman reported bringing her three year old child to the BWH as there was no one available to care for the child. 
‘I had good support from family members because when I was told to come here and stay, they agreed. If they had not, well, it would have been a great problem for me’ (User of BWH, female, 24 years, parity 5, 3 deliveries at PHU and 2 home deliveries without adverse outcome, 16 days stay at BWH, chiefdom B)    
For many of the non-users, the family was one of the major barriers to their utilisation of BWHs. 
‘I will not be able (to use the BWH) because I have my children at home and besides I am the only wife to my husband.’ (Non-user of BWH, female, 25 years, parity 4, all deliveries at PHU without adverse outcome, chiefdom B) 
Despite most non-users wishing to use a BWH in the future, many prefer to stay at home, until labour pain starts, because of their children. When asked if they would like to bring their children to the BWH, their answer was “no” because of the additional costs of transport and food. 
‘I will not be able to come with my children because of food…I will not be able to buy fuel for myself and my children to come to the BWH.’ (FGD, women not used BWH, 30 years, parity 5, 3 deliveries at PHU without adverse outcome and 2 deliveries at home with 1 still birth, chiefdom B)
Key informants reported that families should plan for delivery and organise child care in advance. 
‘It’s only a matter of planning. Before you give birth, arrange who will come and wait for you to take care of other children. They will take care of your children and you will go (to BWH), have your baby safely and come back.’ (Key informant, female, 58 years, X district)
Costs of staying at BWHs 
Almost all users reported that there were no fees for staying at the BWHs and delivery at PHUs. However, one user mentioned that she had to pay the staff at the PHU.
Provision of food was an important issue. Even though women were expected to bring their own food to BWHs, users reported various ways of managing food at the homes. When they did not bring food or had used up their own food, the hosts provided food for them. Some husbands paid the hosts for the food while others did not give any money to the hosts.
'They told us to come along with food, but my husband is a poor man so I decided to come without food. .. The host prepared my breakfast’ (User of BWH, female, 24 years, parity 5, 3 deliveries at PHU and 2 home deliveries without adverse outcome, 16 days stay at BWH, chiefdom B)
Key informants reported that non provision of food at the BWHs is a barrier to women’s use of BWH. Some non-users reported that they expected the BWHs to provide food, whereas others understood that they should supply their own food. None of the non-users reported the issue of food as a barrier. 
The issue of sustainability of the BWHs was raised by the key informants. They reported that the BWHs may not be able to continue if women rely on the hosts for provision of food. The hosts find it difficult to pay for food out of their own pockets. 
‘The only thing that makes it not sustainable is if they rely on the provision of food by the host. If they come and depend on the host providing the food, she will not be able to continue looking after them.’ (Key informant, female, 58 years, X district)
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Many women, both users and non-users of BWHs reported that they had heard about BWHs. However, they were uncertain about when to use the BWHs.  While some women explained that women should go at the end of pregnancy, others reported that women should go there when labour has started. One woman reported that people in her village decided to deliver at home because of the long distance to a PHU and BWH. This indicates that communities do not fully understand the role of the  BWHs and how to utilise them.  
Discussion 
This is the first study that has explored the factors affecting women’s use of BWHs in Sierra Leone. This study adds to the knowledge about the use of BWHs in low-resource settings, and provides important insights to consider when setting up and implementing BWHs in low-resource settings. However, there are limitations to the research. First, use of translators may have affected the quality of the data through disruption in the flow of the interviews and discussions, and in the translation of the transcriptions. Thorough training of the translators prior to data collection and checking of translations against the original transcripts may have helped to minimise loss of data. Second, it was difficult to recruit women who had not used the BWHs, and so we had to rely on women who lived closer to the BWHs.    
BWHs’ link with the health system
One of the key elements of establishing a BWH is the link with the health system (The Partnership for Maternal Newborn and Child Health, 2006; WHO, 1996, 2010). The findings indicate that there are well-established links between various levels, including the referral hospital that provides comprehensive emergency obstetric care. This is a strength of this programme, considering that not all BWHs have successfully developed links with the health system (Wilson et al., 1997). 
However, the findings raise concerns about the costs of emergency referrals. Sierra Leone has implemented the Free Health Care Initiative (FHCI) for pregnant and lactating mothers as well as children under-five at government health facilities (Government of Sierra Leone, 2009). However, the FHCI does not automatically cover care at non-governmental hospitals. The government has recently agreed to implement the FHCI in this non-governmental referral hospital which will hopefully improve financial access to emergency obstetric care. Considering the poverty in the area, many people could not access emergency obstetric care when they needed it (WHO, 2010). Promoting facility deliveries and use of BWHs, which can prevent the necessity of emergency obstetric care through immediate skilled intervention, needs to be ensured. 
Sustainability and community participation
Ensuring sustainability is important, especially for initiatives that have been established by external programmes, such as organisation Y.  The findings highlight that the community does participate in the programme. However, there is room for strengthening the degree of participation and some examples include: the community can find solutions for the food provision issues at the BWHs; the community can adopt Organisation Y’s role in supervision of the BWHs.  
Facilitators and barriers to women’s use of BWHs
Several studies reported that the cost of food at BWHs is a barrier to women’s use of BWHs (Eckermann & Deodato, 2008; Lori et al., 2013a; Ruiz et al., 2013; Wilson et al., 1997). Our findings did not show a consensus on this issue. While some key informants noted the lack of food provision as a barrier to women’s use of BWHs, the users did not perceive the requirement to bring their own food as a financial burden, probably because they relied on the hosts if they could not provide food for themselves. Our findings suggest that provision of food imposes a burden on the hosts, especially those who accommodate women for longer periods, and this affects the sustainability of the BWHs. However, if BWHs strictly implement the rule that users are responsible for their own food, some women will be deterred from using BWHs (Lori et al., 2013a; Ruiz et al., 2013; Eckermann and Deodato, 2008; Wilson et al., 1997). The poverty in the study area makes the responsibility for providing food a challenging issue.
Previous research reported that the family plays an important role in women’s use of BWHs (Lori et al. 2013a). Our findings indicate that when all family members see the need to stay at a BWH, women receive permission and support from their family to be relieved from their domestic work and stay at BWHs. On the other hand, the findings also suggest that if there is no understanding of the importance of staying at a BWH or, more fundamentally, institutional delivery, those who hold the decision-making power at home will not permit them to leave their homes to stay at a BWH, as seen in other studies (Prado and Cortez, 2012; Ruiz et al., 2013). Not allowing children to stay with women does not seem to be a barrier to women’s use of BWHs. However, it does act as an anchor, delaying women’s arrival at a BWH.  
TBAs and MHPs can play an important role in the maternal health continuum of care, by making links between communities and health facilities (WHO, 2010). In the BWH approach, they are the key personnel who refer women to BWHs (WHO, 1996). Lori et al (2013b) reported that TBAs had positive opinions about BWHs and referred women to them. However, TBAs can be less supportive as reported by Prado and Cortez (2012) where 67% of TBAs did not refer pregnant women to either BWHs or health facilities. While our research found that some TBAs and MHPs refer pregnant women to BWHs, not all of them are willing to do so because of loss in income. Although these were isolated views, we cannot ignore them knowing that only 37% of women delivered at health facilities in the Northern Province in 2013 which implies on-going home deliveries with the assistance of TBAs in the area (SSL and ICF Macro, 2014).
Past experiences of pregnancy and delivery influence women’s decision on the place of delivery (Eckermann and Deodato, 2008). Our findings indicate positive perceptions of home deliveries due to previous home deliveries being easy, in which is supported by other studies (Kelly et al., 2010; Mramba et al., 2010; Wilson et al., 1997). For those who decide to deliver at home, a BWH serves little purpose. However, SBA is vital in preventing maternal and perinatal mortality. Ways to strengthen the promotion of SBA, including supporting the MHPs’ role, should be explored.  
The findings show that a BWH is not always the solution to the distance barrier in accessing obstetric care. BWHs need to be well accepted and accessible. We found that because of the great distance to a health facility and BWH, one community has implemented an exemption to a bylaw which forbids home delivery by TBA, and it allows women to deliver at home. In such communities, it is recommended that understanding the importance of facility delivery and how BWHs can facilitate access be strengthened, and that solutions to the barriers women face in using BWHs be found.  
In Timor-Leste, women who live within five kilometres of health facilities are more likely to utilise BWHs compared to the intended target group of those who live in remote areas (Wild et al. 2012). This illustrates the importance of monitoring who utilises the BWHs and evaluating whether or not the service is being delivered to the intended population, something which has not yet been done in X district.  
How women use the BWHs and the issues involved in their use
The findings indicate that the BWHs are used in two ways: as a waiting place for the onset of labour, which is the intended way; and during the early stage of labour. If women arrive at a BWH after the onset of labour, the benefit of travelling prior to the onset of labour for safe delivery is lost. As shown in Figure 1, the findings indicate two main reasons for arriving late at a BWH unclear information about when to go to BWHs; and family commitments.  Clear, unambiguous and appropriate messages with user friendly language that promote use of BWHs should be delivered regularly to women and their families. However, addressing the other barrier related to family life is not so easy. Planning for delivery and organising child care, in advance of staying at the BWH, as suggested by key informants, may help to some extent, but hardships may still remain when women are to be away from home.  
Considering such barriers, it may be necessary to adapt the way in which BWHs are used. Women who cannot stay away from their families for long should still be encouraged to use BWHs. They could benefit from staying at the BWH in early labour instead of being sent home from the PHU. This would also help to reduce congestion at small PHUs. If pregnant women use a BWH to wait during the early stage of labour, monitoring of labour at the BWH should be strengthened through closer collaboration with PHU staff and provision of further training to BWH hosts.   
Role of community-based BWHs during and post Ebola outbreak
Women are currently afraid of seeking obstetric care at health facilities due to the fear of contracting Ebola (Delamou et al., 2014) and many deliver at home with TBAs. Urgent interventions to bring women back to using appropriate obstetric care services are critical in evading unnecessary deaths as side products of Ebola (UNFPA, 2014). Community engagement is the key to success (Buseh et al., 2014; The Lancet, 2014) and community-based BWHs have potential in bridging the gap between communities and health facilities. The existing network of BWHs can be mobilised to spread appropriate messages to increase community confidence in health care services and SBA. 
Conclusion
This study explored the factors influencing women’s use of BWHs in X district. There are several decisions involved in using BWHs. At each decision, there are several influencing factors.  Some of the barriers, especially those related to family commitments, are challenging to solve. In order to make a BWH a user-friendly and viable option, it may be necessary to adjust ways in which BWHs are used. Good linkage with the health system is a strength of the programme. However, further strengthening of community participation in monitoring and managing the BWHs is needed for the long term success and sustainability of the BWHs. BWHs can play a role in bridging the gap between communities and health facilities in the post Ebola phase in Sierra Leone.  
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